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ECTOPIC GESTATION
NOTE: These two articles, one on the medical aspects, and the other on the moral
aspects of Ectopic Gestation, were prepareq for the "Institutum Divi Thomae" at
Cinciqnati, Ohio. They are reproduced here from the Eccleria8tical Revif!w. The
two articles should be read together, as it will be clear from the reading that one
well- r~a solled and weighty moral opinion rejects at times what surgical practice
recommends in dealing with ectopics. In cpncrete and specific cases the physic~an
shoul4 always consult his clerical adviser. There are many angles to these problems
whj.ch only the priest, under the dirl!ctjon of the moralist, can handle.

Medical Aspects
By ELMER A. SCllLUETER, M.D.
CINCINNATl, OHIO

Ectopic gestation, that condition in which the fertilized ovum
fails to reach and to become implanted in the uterus, but remains
and continues to grow in the Fallopiap. tube, has long been discussed by physicians and moralists
from the standpoint of treatment.
The moral aspects will not be
discusseq, since they are outside
the particular field of physicians,
but ",ill be left to the study and
the decisioll of moralists. The
physiological and the pathologicphysiological factors, however, are
to bl! presented here for the enlightenment, guidance, and consideration of moralists, who necessarily consult medical opinion in
this maj;ter of ectopic gestation
before formulating or establishing
rules of pro~edure for its treatment.
It must be remembered that:
1. The cOlldition is neither common nor rare, occurring approximately as often as twinning.
2. The di/lgnosis is not simple
but is frequently confounded with
other abdominal disorders. In
early cases it may be quite diffi-

cult to establish a diagnosis, as
many factors, among which are
mechanical, anatomical, pathologi,cal, and endocrine changes, are
involved in the cause of the condItion.
3. The treatment is not uniform
in all details. Surgical removal of
the affected tube is the only
genI
erally accepted one.
Some moralists approve surgi~1l1 removal of the affected tube,
basing their approval on the opinion of physicians that ectopic gestlltion is the direct result of disease of the affected tube, and that
tpis disease may be the result of
previous inflammation, malformations or developmental anomalies,
mechanical interference or peritoneal adhesions. They say further that, although conception occurs in the tube, pregnancy is normally carried to term only in the
uterus, and, therefore, pregnancy
puts ide the uterus must necessarily
be considered the result of previpus pathologic changes in the tube,
'pbstructing the passage of the fertilized ovum from the tube into the
uterus. After a careful study of
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all these factors, certain conclusions are prawn in order to establish a basis of treatment.
Sixty-six cases, occurring between Ja.1Uary, 1935, and January, 1941, were carefully reviewed.
These ca·es were admitted to two
hospitals :in which were delivered,
during the same period, approximately 10,000 full-term babies.
The freqpency of occurrence is.
therefore, about six per thousand
full-term uterine pregnancies.

ing, which is continuous with that
covering the uterus.

Physiology.
The mucous membrane is Q1arkedly convoluted in the ampulla
(middle portion) Itnd the infundibulum (distal portion). These
convolutions may allow retention
of the ovum until fertilizatiop can
take place. The ciliated epithelium, together with the peristaltic
action of the musculature, moves
the ovum along the tube tQward
the uterus. The male element, the
spermatozoa, moves by its own
power through the cervix into and
through the uterine cavity and
through the tube, where fertilization occurs. When fertilization
occurs, movement towards the fimbria stops; the peristaltic activity
and the ciliary action then propel
the fertilized ovum toward and into the uterine cavity, where provision has already been made for its
reception and nourishment. Before reaching the uterus, the fertilized ovum must pass through
the isthmus, the nafl'owest portion
of the tube.

Anatomy.
At this point it is well to review
the anatolny and physiology of the
Fallopian tubes . The Fallopian
tube, about 4% inches long, begins with~n the wall of the cornu
of the uterus (intramural portion
or isthmus), continues throughout
the edge of the broad ligament
which supports it (ampullary portion), ancl ends as a funnel-shaped
organ (infundibulum) having a
fringed ~ fimbriated) end. This
end hang;; free in the abdominal
cavity an,? is capable of enclosing
the ovary in order to receive the
ovum, whf!n the follicle containing
it ruptures.
Histology.
Histologically, the tube is made
up of an internal mucous membrane, composed of ciliated epithelium. External to this is a
layer of connective tissue, binding
the mucous membrane to a layer
of circular muscle and longitudinal
muscle. .,/-~ secolld layer of connective tisslle binds the muscular
layer to an outer peritoneal coYer-
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Pathologic Physiology.
Obstruction of the passage of
the fertilized ovum may occur
either in the convoluted portions
of the tube (nmpulla and infundibulum), or in the isthmus, causing retention and ectopic or tubal
pregnancy. Examination of the
66 cases studied, in which the preopemtive or postoperntive diagnosis was rctopic gestation.
showed that ectopic gestation oc-
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curred in the middle (ampulary)
portion 8 times, in the distal (infunqibu~ary) portion 18 times,
apq in the proximal (in or near
tfle isthpms l portion 8 times (inclllding two pases occurring in the
corllU of the uterus). It is apparent from this study thut pregnancy more commonly occurs in
the ~onvoluted portion; other observers have found similar incidence. These same cases show
that e~topic gestation occurs
about all frequently in the right as
in the left tube--31 in the right
anq 29 jn the left tube.
The uterine hyperplasia and
decidua~ rel\.~tion occurring during
ectopic gestation are identical
with that found in normal uterine
gestation, as long as the embryo
is alive. With the death of the
embryo, however, the superficial,
compact portion and, sometimes,
part of the spongy layer are cast
off entirely, but usually in small
particl~s.

Etiologic Factors .

H hilS been stated repeatedly
that pregnancy in the tube would
not occur unless some pathologic
change has previously taken place
in the tube. These pathologic
chllnges may be the result of pre\,ious inflalnmations, congenital
anqmalies, mechanical effects, postural changes, previous pregancy, menstrual irregularities,
abortions, misca,r riages, normal
mel)strual Lack flow, and appendicitis.
'fhe Mayo Clinic reports thut
chronic inflammatory changes 10-

QUARTERLY

volve both tubes about equally;
the report includes in this group
lialpingitis
following' artificial
~bortion, gonorrhea, and the use
of intra-uterine contraceptives.
In Helsingfors, Finland, from
1901 to 1930, ectopic pregnancy
increased 2lh times in relation to
mature women, and 4 times in relation to conceptions. Abortions
increased 6 times in relation to
mature women, and 11 times in relation to conceptions. Criminal
abortions during this time IDcreased to 92% of all abortions.
prematurity doubled, especially
among unmarried women.
The absolute and the relative
increases of gonorrhea we.J;.e the
most important factors in the increase of extra-uterine pregnancy;
the number of infected persons increased from 5.4 to 11.6 per
1,000. Between 1920-30, adnexal
inflammation, chiefly gonorrhea,
\Vas present in 76% ; abortion preceded ectopic gestation in 33lh % ;
puerperal infection after abortion
and prematurity were lesserl but
important, factors. Sterility of
about 5 years' duration after
abortion was present before the
ectopic gestation occurred. Frequently appendicitis, operated and
non-operated, had occurred previously.
The most troublesome inflammatory changes secondary to gonorrhea occur chiefly in the tubes,
causing abscess, followed by occlusion or partial obstruction.
Although gonorrhea is one of
the commonest causes of tubal inflammation, there are many others.
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During rpenstruation, it is not unusual thrt some of the menstrual
discharg~ enters the tube, as a result of pack pressure within the
uterus, apd causes irritation to the
tubal mlj-cosa, which may result in
some mil~ inflammatory change in
the mucqsa. During the menstrual
cycle occurs also ' a normal engorgemept of the tube, contributing to, 9r furthering, the inflammatory process set up by the
irritation of the menstrual fluid.
During /l previous uterine pregnancy t~e tubal wall and mucosa
show ppysiologic engorgement,
with thickening of the mucosa and
enlargerrpent of the folds of the
convolutlons ; some of these
changes may persist after termination of the normal pregnancy.
The same changes may not disappear aftj:!r abortion, miscarriage,
pr premll-turity.
Atroppic changes may occur at
any time, but more commonly toward the end of the child-bearing
period. These changes are characterized by the disappearance of
cilia froln the mucous membrane,
the dimiuution in size of the tube
and lum~n, and the shrinking of
the mucQsal folds.
Acute inflammation is characterized by redness, increased local
temperat.ure, pain, and swelling.
Accomps,.nying these are interstitial, sur ace 01' mucosal, hemorrhagic, serous or purulent discharges or exudates, which may
cause ocolusion of the lumen or obstruction of the tube. If the inflammati~n persists, progressive
destruction of the mucosa and m-
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vasion of. the connective tissue and
musculature may occur, with resulting scarring, torsions, or adhesions. When the inflamrpation
subsides, more or less permanent
damage may have occurred to
bring about the same results-occlusiop, or obstruction of the
lumen. Low-grade continuous infection (chronic) produces retrograde changes in the tissues with
similar results.
Disease of contiguous structures, particularly the ovaries, the
uterus, the appendix, and the
bowel, play some part by exercising an influence on the tube because of proximity or pressure:
proximity, allowing infection to
spread to the tube, setting up an
inflammatory reaction, or including the tube and massing; pressure, causing kinks, or occlusion
of the lumen of the tube.
Tubal insufflation, the procedure intended to determine the
patency of the tubes, may readily
set up inflammatory reactions by
breaking up old scars or adhesions and, although opening the
tube, promote 'new scars conducive
to ectopic gestation.
Of the congenital anomalies,
persistence of the spiral twists of
the embryo is the commonest developmental change. Diverticula
occasionally are found; accessory
tubes or rudimentary tubes,
rarely.
In asthenic states, atony pf the
musculature, together with sluggishness of the ciliated epithelium,
may delay passage of the fertilized
ovum until it is too large tq pass

THE

LINACRE

through the tJ.lbe into the uterus.
Endocrine deficiency, particularly thyroid, pituitary, and ovarian pprmonaJ deficiency, undoubtedly ~xepts Sllme influence on the
implantation and growth of the
ovum in the tube as well as in the
uter4s.
Adhesions between contiguous
structures and the tube may cause
occlusioll or obstruction of the
tube.
There was no indication of postur&l effects, although the Mayo
Clillic report notes that sleeping
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on the right side is a possible
f,.,ctor.
In these 66 cases, gonorrhea
was never a factor; chronic infiamma tion was noted in 11 cases;
previous salpingitis in 1; previous
",portion in 2; previous misca.rriage in 8; appendicitis in 6,; men- :
strual disorders in 13; previous
pregnancy in 24; cystic ovaries in
8; uterine fibroid in 2; tortuosity
ip 2; tubal insufflation in 1, and
c~ronic disease in 2. A classification of the etiologic factors is pre- .
sen ted in Table A.

TABLJ!: A

Etiologic FactoTs
1. Anlltomiclli Abnormalities
Type
Patency of tube
Occlusion of tube
Adhesions of tube
Tortuosity of tube
~.

No.
13

\

7

15
1

Chronic Infections
. Type
Cystic ovaries
Salpingitis-acute
Pr(!vious appendicitis
Chronic disease
Chronic inflammation (salpingitis)

No.
8
1
6 (CoincidentaI5)

2
11 (With 9 in oppositt tube)

3, Mechanical Agencies
No.
1

Type
Ipsufflation

24

... Prl:vious Pregnancy
II. Menstrual Irregularities
Type
Normal
Irregular
Metrorrhagia

No.
6
10
S

6. Int.errupted Pregnancy

No.
8
2

Type
Miscarriage
Abortion

3

7. Previous Attacks

lJqJ
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The age limits are those of the tory changes, adhesions were
child-bearing period; in this series found in 15 cases and cystic
37, or ~6%, occurred between ' ovaries in 8. Physiologic chllnges
21-30; ~1, or 31.8%, between were noted in 6 cases where rupture had occurred early, chronic
31-~0; 6, or 100/0, 41 and over;
and 2 with no age given. David- salpingitis in 1, and accompanyson reports 760/0 between 22 and ing appendicitis in 2.
36 years.
A summary of the pathologic
findings
is given in the following
The ectopic gestation in 24
cases occurred from 1 to 171/2 Table ll.
years after the lnst normal uterine
TABLE B
pregnancy; usually, however, it
Pathology
was from B to 5 years.
No. of

Type

Pathology.
The pathologic picture of the
ectopic tube is one of acute inflammatory r{Jaction. It begins with
engorgement of the entire wall,
causing swelling. Very quickly
the mucosal surface and the musculature qre invaded by trophoblasts anq the growing chorionic
villi to Pf ovide nourishment for
the ernbryp. This condition causes
increased swelling, interstitial
hemorrhage, and pressure, with
degeneratipn of the supporting
tissue, necrosis, and often rupture.
I
At times the ectopic mass is expelled from the tube (tubal abortion) into the abdominal cavity,
because t1e mass fails to remain
attached t.o the tubal wall, owing
to endocrine insufficiency or as the
result of tubal swelling and hemorrhage behind the ectopic mass.
Of the developmental llllomalies,
tortuosity was described only
once. Of the chronic inflamma[ 11

Cases

Free hemorrhage

37

Hemorrhage In tlssue
Rupture

2"

Intact

32

Patent

13

28

Occluded

7

Adhesions

15

Tortuosity

1

Cystic ovaries

8

Uterine hypertrophy

6

Swelling and hypertrophy of
tube

30

Necrosis

2

Degenerative changes

6

Chronic inflammation
(salpingitis)

11

Invasion of wall

8

Inflammatory changes
(incidental)
Normal physiologic changes

31
6

Hemorrhage may be It very serious problem, or it may be only
hemorrhagic infiltration of the
walls of the tube. Free hemorrhage may be extensive, often
amounting to 3,000 cc. of blood
free in the abdominal cavity. Free,
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~eriO\.8 herp.orrhage may occur
~ith or withou~ rupture of the
tube, flut more commonly with
rupturl!. If rupture of the tube
occurs, fIell10rrhage may seriously
endanger tpe life of the patient
and most rarely docs the embryo
survive. In these cases the tube
ruptures and the embryo becomes
attached to a neighboring structure, i.e., t he J:>owel, the peritoneum, tile uterus, the ovary. There
have been reports of the living
foetus being removed surgicaIly at
term, ~ut in most cases of the
above attachments death ensues
and the foetus forms a calcified
mass.
As a. general rule, the opposite
tube undergoes normal physiologic changes characterized by engorgell1ent Ilnd sweIling, often
simulating to the untrained observer an acute inflammatory
process. However, when chronic
inflammation is present, it is found
with equal frequency in both
tubes.
A summary of the condition of
the opposite tube follows.

T1\J3LE C
Pathologic Ohange, in the Oppo,ite
Tube
Type
Normal
Previou&iy removed
Rqptured
fatent
Occludecl
AdhesiotlS
TortUOsity
Chronic ' inflammation
Acute inflammatory changes
PhysiolQgic cljanges

No.
g
g

1
8
5
2
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Diagnosis.
The diagnosis of chronic ectopic
pregnancy is based on prolonged
bleeding, little discomfort, but
mor~ or less constant pain in
either quadrant and often on the
opposite side, rectal irritation,' ,
naUIlJ!a, and vomiting. Da·vidow,
of the Michigan State Medical Society, reports that 74% were diagnosed tube-ovarian or cul-de-sac
abscesses; in the same report, 150
of 218 cases showed evidence of
tubal inflammation, from acute to
hydrosalpinx.
The sedimentation rate offers
an aid, in this, that it is slower
than in acute inflammatory .processes but more rapid than.. the
average normal, except with secondary infection. The white count
shows a total rise, but there is no
chapge ,in the shift; the red count
shows a secondary anemia.
The diagnosis of acute ectopic
pre~ancy is not always easy: The
history of Il sudden development of
pain in the lower abdomen, of 11
delayed 01' missed period after a
period of sterility, accompanied
by vaginal bleeding and signs of
shock, together with a tender cervi~, are salient 'points in the diagnQsis. In this series, 11 had no
m{mstrual delay; 15 missed 1
cycle; 8, two cycles; 10, three
cycles; 1, four cycles; 2, six
cycles; 80% showed signs of
shock; all had low abdominal pain
Ilnd tenderness, and only 50% reported pelvic mass and tenderness.
further nidf; in the diagnof;is
mal be obtained from the white
blo~d count Ilnd ~edimentlltion
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rate. rre~nancy tests are also
of value. A negative AscheimZondek test simply excludes a living tubal pregnancy, but does not
rule out a dead tubal pregnancy.
A positive test indicates a living
foetus whi<lh may be uterine 01'
extra-uterine. The uterus is often
enlarged, a,P ding to the difficulty
of diagnosj~ and simulating early
threatened abortion,
Vaginal bleeding occurs with
destruction of the uterine decidua,
which does not begin till death of
the foetu s i therefore, the nonbleeding cases arc the more dangerous, in this, that the foetu s in
the tube is growing and may cause
rupture of the tube at any time,
with serious internal hemorrhagc,
Microscopic study of the ovary,
when available,
, rcveals the prcsence of trophoblasts (foetal cells)
in varying stages; i.e., actively
growing, not living, degcneratcd,
or necrot.ic. Scction of the ovary
furt.her shows varying traces of
corpus lutcpm of prcgnancy, depending on the state of the trophoblasts. Thflt there is a dcfinite
relationship betwccn corpus luteum of prpgnancy and trophoblasts seems apparent, in this, that
with dead trophoblasts thcre was
an absence pf corpus lutcum, but
with a livipg foetus and living
trophoblast~ therc was good corpus lutcun~ of pregnancy. It
would appear, th creforc, that injury to the prcgnancy causcs
death of th<: foctus; dcath of thc
foetus is followcd by dcgencration
of the corpus luteum; aftcr thc
dcgeneratio of the corpus luteum,
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t he trophoblasts may continuo to
grow for some time. This indicates a hormonal influence of the
foetus on the corpus luteum. It
is known that in uterine pregnancy
thc corpus luteum hormone supports continued dcvelopment of
the foetus, but its absence in eady
pregnancy causes miscarriage. It
seems also that the corpus lutcum
is dependent on the foetus. Borncr
found that, when thc implantation
of the ovum is disturbed, degencr, tion of the corpus lutcum begins.
Sampson noted that only the
cases of ectopic pregnancy which
~ad intact uterine decidua did not
have vaginal blecding; the action
of the tubal pregnancy, through
the corpus luteum, on the , uterine
decidua is indirect, utcrine blccding bcing the first sign of degcncration of thc corpus lu tCUIll
causcd by the death of the cmbryo.
When the utcru s was removcd in
c/lses of intact ectopic pregnancy,
thc uterine decidua was uninjured
and the corpus lutcum was in good
condition, Whcn the foetu s was
dcad, the corpus lutcum was absrnt or dcgenerated and the uterine dccidua thrown off. Uterine
bleeding docs not occur until some
time after the death of the foetus .
Internal hemorrhage, howcvcr,
may and often docs prcccdc thc
uterine blceding. Whcn this int~r
nal hcmorrhagc is not recogni7.ed
promptly, shock rna." bc profound .
In the serics under consideration, it is of intercst that 37 hn!!
vnginal (utcrine) blccding Ilncl (j
"'prc rcpOl,tcd to IlfH'c utcrine
h~pertrophy.
The blceding. for
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the most part, was from a few
hours' to &ever~l weeks' duration.
Some of the most acute cases were
not bl~eding from the vagina.
Vaginal (uterine) bleeding occurreq in 26 of the ruptured rctopics, and in 11 of the intact
ectopiC8. In 44 cases the pathologic report noted the presence of
choriollic yilli, but did not define
the state;' while in 6 cases the
pathologic report noted degenerated chorionic villi.
Differential diagnosis m,ust rule
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out other intra-abdominal lesions;
that this is not a simple matter
will be seen from an examination
of the diagnoses made in the cases
studied (Table D). Although all
were based on intra-abdominal
pathology, it shows that 18 different diagnoses were made and that
the chief condition found was ruptured ectopic or tubal pregnancy;
one case showed rupture of the
tQbe opposite the site of the
ectopic.

TABLE

P'r 6operative Diagnosis
Type
Ruptqred ectopic
Acute appendicitis
Cystic or ruptured ectopic
Ectopic pregnancy
Ectopic or salpingitis
Ectopic Of appendicitis
Tuba, abortion
Abdominal mass
Ovarian crst
Ectopic
tubal abortion
Abdominal pregnancy
Exploratory laparotomy
Chronic endometris or ectopic
Bilateral ectopic
Ovarian pregnancy
Ectopic and endocerviatis
Oophoriti~ and cholecystitis
Hypertrophic endometritis

0.,

P
Po.toperativlI Diagno,u

No.
23
40
3
16
3
1
3
2
1
2

10 Ruptured; 13 Intact
~ lluptured; 1 chronic salpingitls with
appendicitis
2 Ruptured; 1 Intact
3 Ruptured; 10 Intact, 2 not operated,
1 uterine pregnancy
2 lluptured; 1 Intact
1 Ruptured with acute appendicitis
1 Ruptured; 2 Intact
2 Iluptured
1 Ruptured
1 Ruptured; 1 Intact

1

1
1
1
1
1
1
1

Ruptured
Jntact
Ectopic with rupture of opposite tube
1 Ruptured ectopic
.
1 I ntact ectopic
Ruptured ectopic
Intact ectopic

Treatment.
There is only one treatment of
ectopic pregnancy - surgical removal of t.he affected tube. Surgicui opilli ~m i~ unllnimous. Surgeons insist on the removal of the
tube llS soon IlS the diagnosis is
made or the ectopic tube found.

This surgical opinion is founded
on the assumption of these factors: The tube is definitely pathologic by reason of acute infiam- .
nUltion incidental to the ectopic
gestation; it is likely that the tube
was pathologic prior to the ectopic
gestation; the mortality rate is
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low, espec ially before rupture, and
not high at the time of rupture or
after rupture, the removal of the
tube and pvary does not greatly
lessen the likelihood of subsequent
pregnancy.
.
It is probable that the foetus is
dead by tpe time vaginal bleeding
occurs; but that absence of bleeding does not necessarily imply intact ectopic pregnancy. The removal of both tubes and oval'ies is
not justi~ed in the child-bearing
period; the probability of a recurrence is slight. It is probable that
it may be :;eriously doubted whether or not tllere is sufficient evidence
to assume that the tube has been
the seat oj previous disease.
It is the opinion of most pathologists that the acute inflammatory process occasioned by the
presence of an ectopic gestation
so distort~j the previous structure
or previous struCtural changes
that it is impossible to observe any
old pathology. The Mayo Clinic
report gi,(es only 13% chronic
tubal inflammation, as against
16% in H,is series.
That the tube is the seat of
acute pathology is unquestioned;
ample evidence of swelling, cellular reaction, hemorrhage, hemorrhagic infiltration, and necrosis is
present in nearly all cases, except
possibly t lOse of tubal abol·tion.
Davidow ;'eports 130 out of 218
cases showing eyidence of tubal inflammatiorj: in this series all
showed ev~denee of acute inflammation.

Prognosis.
The mortality rute is low, from
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3% to 5%. In this series only 1
death occurred in 66 cases-less
than 2%.
The likelihood of subsequent
pregnancy after removal ot the
tube is not reduced, certainly not
by 50%. Of 84 patients of 100
ectopic reported by the Mayo
Clinic, 31 became pregnant, 28
(33%) intra-uterine and 3 ectopic
(36%). These 28 patients had
47 intra-uterine pregnancies; 32
full terms, 3 still-births (syphilis
in 2), 4 premature, and 10 miscarriages. According to the same
report 21 pregnancies occurred in
14 patients having both oVflries
after removal of the tube, and 11
pregnancies in 7 patients hl\ving
one ovary after removal of the
tube and ovary.
The removal of both tubes, or
of both tubes and ovaries, at the
time of operation for ectopic ge.·tation in one tube is not justifiable. The severe hemorrhage and
shock, or the acuteness of the disorder, precludes, or should preclude, more than immediately
necessary surgieal procedures.
The opposite tube, pr lube and
ovary, commonly shows physiologic reaction owing to the ectopic; this condition invariably
disappears after the removal of
the ectopic, and the tube returns
to normal.
The probabilities of recurrence
are generally conceded to be remote, not more than 5%. In this
series only three had had previous
.
.
I. I
.
ectopic pregnancIes, w IIC 1 IS
about 4.5%; about 431"0 have
normal uterine pregnancies.
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Althougp there have been re- SU1(tmary.
cent repoJ'ts of term delivery of
In conclusion, it is certain, from
unruptured ectopics with a living c~n~ful review of the literature and
normal child (Richards), this is a study of a number of cases, that
most unusual.
all tubal pregnancies show acute
If there is no operation and the incidental inflammation of tl1<;
l'Uptured or ectopic tube remains tube; few show demonstrable
undistllrbed, the foetal mem- chronic inflammatory ' changes.
branes may become attached to Of~lusion or patency of the tube
the peritoneum of the abdominal obviously is not a critical etiologic
wall or the peritoneal covering of f/letor, but rather a result of ecthe abdominal organs, thereby topic gestation.
giving rise to fln intra-abdominal
One of the certain signs of a
pregnllncy. Ope of two things dead foetus IS vaginal bleedthen may take place: either the ing. A negative Ascheim-Zondeck
foetus coptinues to develop to shQws death of foetal cells; a positerm, when it must be removed by tive, living cells. Lack of. staining
surgical interference, or, after (spotting) may be a danger sign,
some time, the foetus dies and be- rupture may occur at any time.
comes a foetal cyst or calcified The foetus dies' first, degenemtion
mass. Trese latter conditions . of corpus luteum occur.,s next,
commQnly cause considerable dis- ' causing the casting off of uterine
comfort, but quite often are
decidua, with . uterine bleeding.
Ilsympto!J1atic. Gounet reports a
Surgery offers the only satisfacpatient carryipg to full term a
tory
treatment.
uterine pregnancy ten years after
discovery of and without disturbREFERENCES
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ECTOPIC GESTATION-II
Moral Aspects
By RlGHT REVEREND MONSIGNOR JAMES W. O'BRIEN, S.T.D.
NORWOOD, OHIO

There are two decrees of Holy
Office ref( lrring directly to the
moral aspects of the case of ectopic gestation. The first, issued
May 4, 18p8, states that it is licit
to perforrp the operation called
laparotomr for the purpose of removing the ectopic foetu s, provided that serious effort is made
to save the lives of both the mother
and the child. . The text of this
decree and the text of the others
referred t~ in this article are appended. The obvious sense of this
decree is t rat the operation is illicit unless the foetus is viable,
because otherwise there could be
no serious effort to save its life.
Any doubt as to its meaning, however, is taken away by the subsequent decree of l\1arch 5, 1902,
which declares t.hat the ejection of
the imlllahp'e fo etus is always illicit. Thi f decree further lays

down certain conditions fo\' the
licitness of hastenipg the birth of
even the viable foetus. This decree
calls attention to the previous one
and states that its own regulations
are in conformity witp it.
Besides these two decrees directly concerned with the ectopic
foetus, there are two others that
have a bearing upon it, e\'en if
only indirect, namely, those of
May 28, 1884, and of August 1-1-,
1889, the latter excluding any operation directly harmful to the
foetus or to the mother, At first
there was some question about the
meaning of the decree of 188.J., because of the wording "tuto doceri
110n potest," but the difficulty is
removed by the explicit and unescapable assertion of the succeeding one.
These decrees of Holy Office,
therefore, even if they are under-
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